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wars) or to eugenic difficulties. Instead, he insisted that the health and fertility of the people were being undermined by a global transformation in their emotional state. He argued that the country, like other Western democracies, was undergoing a kind of epidemiological transition in which the decline in mortality from infectious diseases was accompanied by a concomitant rise in the "psychosomatic affections"-illnesses such as asthma, rheumatism, and peptic ulcer-that were created through personal anxiety. Britain's anal attitude was rooted in the population's refusal to surrender its pathological emotions.
Halliday did not simply argue that psychosomatic affections had increased in incidence; he also claimed that they had changed in form. Along with many of his neurological and psychiatric colleagues, he maintained that the interwar period had witnessed the disappearance of the old classical form of hysteria. The aphonias, aphasias, and paralyses that had once characterized the hysteric had been replaced by new somatoform disorders and anxiety states. 2 The emergence of these novel forms of embodied psychological distress could be seen as opening up a new register of emotional expression and different ways of investigating and assessing the population's affective state. In its new somatic forms, individual emotion became visible in the state schemes of health surveillance inaugurated by the Workmen's Compensation Acts of 1897, 1901, and 1906 and the National Insurance Act of 1911. 3 The flux of the emotional life was no longer simply traced through the individual patient's case history; it could be mapped through the various insurance claims submitted across the population as a whole. Leaving a trail through flesh and paper, emotional states moved from being the objects of individual psychology to become the objects of national demography.
Halliday developed a complex psychohistorical narrative to explain this transformation in the incidence, presentation, and visibility of emotional and psychosomatic illness. He argued that the introduction of cheap rubber supplies from South America toward the end of the nineteenth century had led to a decline in breast-feeding as commercial teats became available. This created, in psychoanalytic terms, an anxious, orally frustrated population that was further undermined by the rising economic insecurity and crass materialism of the interwar decades. 4 In this historical situation, illness became a means to an end. The sick poor, according to Halliday, looked to the state for maternal reassurance; and the new framework of national insurance, established by the liberal governments of Herbert Asquith and David Lloyd George, provided them with the sense of care and security that had been withheld from them in their emotionally deprived childhoods.
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At one level, Halliday's analysis seems to be part of a long tradition in which new social arrangements are criticized through reference to emergent psychopathologies. These critiques began with the "English malady" of the eighteenth century and persist into media claims about an outbreak of "affluenza" today. 6 Such arguments were commonplace among Halliday's contemporaries, and many elite physicians drew on anecdotal medical evidence to call for the complete reformation of modern civilization. But whereas these critiques had depicted psychological distress as an accident of social development, Halliday's scheme was figured on a different terrain. In his writings, the emotions assumed a central position. Indeed, it was the emotions, rather than abstract rights and obligations, that mediated the individual's relationship to the state. The state assumed a matriarchal role, as it had done in early modern political economy, but this time the affective form of its relationship was scripted through the incipient language of psychoanalysis. 7 This idea of emotional citizenship was drawn from the work of a fellow Glaswegian, the heterodox analyst Ian Suttie (1889 -1935) . From the beginning of the 1920s, Suttie had been engaged in a vigorous critique of psychoanalytic doctrine, particularly Freud's assumption of an oppositional relationship between biological instincts and civilization. In contrast to the antagonistic relationship between society and desire that Freud had described in Civilization and Its Discontents (1930) and Totem and Taboo (1913), Suttie insisted that emotional development was made possible through the individual's place in a network of wider relationships. 8 This extended network was the "psychosocial": a point of intersection between the individual, the state, and society that Suttie, and later Halliday, came to believe was crucial to emotional health. However, whereas Suttie's idea of the psychosocial was largely established through his utopian faith in the political possibilities of emotional growth, Halliday's more pessimistic assessment was grounded in a new emotional metrics. The psychosomatic embodiment of distress and the establishment of new schemes of state welfare meant that the effectiveness of any political reformation could be assessed through reference to the new epidemiological data made available by the administration of national insurance schemes.
In Halliday's description of the psychosocial and his use of insurance returns to map the changing psychological state of the population, we can see the emergence of a new 5 James L. Halliday In the short essay that follows, I focus on Halliday's career in public health and his intimate biography to explore the relationship between these innovations and wider questions regarding the ontological status of emotions, their relationship to forms of truth telling, and the novel kinds of self-description that these developments might make available. Along the way, I want to show how the scientific attempt to render emotions durable in schemes of social administration was reflected in Halliday's ambivalence about the permanence and mutability of his own emotions.
THE EMOTIONS AS BENCHMARKS OF PUBLIC LIFE
As the reference points for a new sociopolitical order, the emotions seem to be unlikely candidates. They appear, on the briefest moment of introspection, to be ephemeral. Feelings can be easily lost when our attention is distracted, and even the most intractable emotions can change in response to conversation or chemical intervention. This labile quality has provoked an intense debate over their ontological status. Anthropologists, social psychologists, and sociologists have claimed that emotions are simply social conventions that vary across time and between cultures. 9 At the same time, cognitive and evolutionary psychologists have contended that certain basic emotions, including anger, fear, disgust, and pleasure, should be seen as universal states with a common neurological foundation. These basic emotions, they argue, are part of our fundamental biology, arising out of inherited programs of coordinated action and response that are hardwired into the individual.
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As most historians of science will recognize, emotions seem to exist in an uneasy hinterland between the categories of natural and human kinds. Their form and categorization can be seen, respectively, as a reflection of discrete biological processes or shared cultural conventions. This ambiguity is significant, for it makes possible different narrative descriptions of the world. As the anthropologist Vincent Crapanzano has noted, simply naming or identifying an emotion works (in his phrase) to "call the context." Finding out that an individual is angry or anxious will change how we view his or her situation. Moreover, treating these emotions as natural kinds with a "presumed referentiality" shifts notions of agency and responsibility away from the conscious subject. processes. The different ways in which we see emotion are inherently political. Uncertainty over their ontological status cannot be resolved through theoretical reflection; rather, as Halliday's career demonstrated, this resolution is a practical achievement made possible through coordinated social action and experimental intervention.
We categorize the world through schemas developed in mundane contexts and adopted for pragmatic reasons. Halliday first engaged with the issue of ontology in the late 1920s, when he was working as an Assistant Medical Officer for Glasgow City Council. It was an engagement born out of the frustrations of disease control, but it led to his redescription of the basis of the emotions and paved the way for the establishment of the psychosocial domain.
REFIGURING THE EMOTIONS: THE 1929 GLASGOW INFLUENZA EPIDEMIC
Halliday was appointed Assistant Medical Officer for South Glasgow in July 1928, after working as ship's surgeon, port officer, and locum GP. It was, in some ways, an untimely promotion. Six months after he took up the post, the city was facing a serious outbreak of influenza that would kill 533 residents within the space of seven days and 4,537 over the course of the year. 12 The sheer ferocity of this outbreak, Halliday claimed, led him to question the contemporary assumptions of pathology and epidemiology. He rejected the idea of disease as a discrete object and instead imagined it as a process involving "the vital reaction of the whole individual in response to external stimuli."
13 It is worth dwelling on Halliday's reaction to the problem of influenza, for it opened up the whole issue of the ontological status of emotions.
In his skepticism over the basis of disease, Halliday found himself allied with a powerful group of patrician critics, including Major Greenwood of the London School of Hygiene and Tropical Medicine; William Hamer, the Medical Officer of Health for London; and Francis Graham Crookshank, a well-known medical controversialist. These physicians were deeply hostile to the claims of the new bacteriology, vigorously disputing the idea that every illness could be traced back to an individual pathogen. The bacteriological model, they contended, ignored the rich complex of interacting variables that were necessary to produce a case of illness. The logic of bacteriology, as Crookshank jibed, was the equivalent of finding bullets in the body of a dead soldier and then claiming that these bullets must be the cause of war. Such a view, he insisted, was mistaken. An epidemic was not brought about by the increased activity of pathogens, just as war was not produced by "an exaltation in the virulence of bullets and gas, or by a diminution in the resistance to these agencies: it was our name," he argued, "for a state of affairs that we conceive as brought about by the play and interplay of racial, economic and other factors. In their rejection of the idea of disease as a discrete entity, these physicians advocated a kind of heady nominalism, rooted in the new philosophy of "Basic English" advocated by the Cambridge critics C. K. Ogden and I. A. Richards. Writing in the appendix to their definitive work, The Meaning of Meaning (1923) , Crookshank argued that modern medicine rested on a confusion of "names, notions and happenings," adding that "it is a vulgar medical error, to speak, write and ultimately to think, as if these diseases we name, these general references we symbolise, were single things with external existences." 15 Halliday embraced this philosophy, arguing that "fallacies and confusions are inevitable when specific concepts are regarded as having an objective existence." This aggressive nominalism did not lead Halliday into some kind of barren skepticism; rather, he believed his critical epistemology could be used to reveal new truths. In Psychosocial Medicine he drew on Crookshank once again, quoting with approval his idea that the "construction of new concepts" would allow us to "enlarge the range of our perceptual experiences and so become acquainted with new facts."
16 For Halliday, the "new facts" made available by this linguistically enhanced perception were the collective emotional states that constituted the psychosocial domain.
Crookshank and Greenwood shared Halliday's interest in the nature of the emotions. They were enthused by the new dynamic psychologies of George Groddeck and Alfred Adler, insisting that emotional states played a central role in the formation of illness.
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Their arguments promoted a kind of ontological equivalence between psychological and biological agents: each was a necessary element in the disease. Implicit in such claims was an idea of the durability of emotion. It was not enough for emotions to enjoy a simple fleeting presence in the world: their existence would need to be made stable and visible, in much the same way that the presence of a pathogen might be made apparent through the Wasserman reaction or the Mantoux test.
For his part, Halliday sought to demonstrate the enduring presence of the emotions in a number of ways. First, he drew on contemporary developments in anatomy, neurophysiology, and endocrinology to argue for a discrete biological architecture for the emotions. He held up the diencephalon (i.e., the thalamus and hypothalamus), the autonomic nervous system, and the endocrines as allowing for the integration of psychological reactions and their somatic expression. As he noted in an address to the Royal Society of Medicine in 1937: "If, as physiologists, we consider that the function of the diencephalon is 'sensing and feeling,' we are enabled to understand how psychological factors of the environment 'touch' the individual at the organs of the special senses and thus bring into action mechanisms which may cause, ultimately, changes in the chemistry, secretion, rhythm, muscle tonus, etc." 18 In Halliday's writings, the diencephalon provided an objective, Halliday's understanding of the diencephalon was derived from the contemporary researches of Walter Cannon, Paul Bard, and John Fulton. In a number of experiments, these American neuroanatomists and physiologists demonstrated that states of emotional excitement persisted in animals that had undergone decortication (i.e., the surgical separation of the cerebral cortex). This intervention removed the inhibitory controls of the frontal lobes and made possible the uninterrupted activity of the hypothalamus. The persistent emotions produced in the "sham rage" of these laboratory animals generated a whole series of pathological effects. Conditions ranging from gastric ulcers through to the cases of voodoo death described by Cannon were all produced through the continual activation of the autonomic nervous system. 19 The visibility of the emotions was intrinsically bound up with their pathology; and their pathology was predicated on their duration.
In his attempt to demonstrate the ontological equivalence of infective agents and emotional states, Halliday reveals a subtler truth: he shows how the contemporary philosophical and anthropological debates about the status of emotions are contingent on a series of technological and anatomical achievements. The shift from nominalism to realism (and back again) is made possible through material and theoretical innovations. Emotions are made durable by locating them in wider anatomical and technological networks. As the work of Cannon and Bard demonstrates, the emotions become susceptible to scientific investigation by virtue of their extension through time, and this extension in turn becomes the mechanism that explains their pathological actions. The emotion, to borrow Allan Young's felicitous gloss on Ludwik Fleck's work, is a "techno-phenomenon"; it was produced through the intersection of specific perspectives, practices, and technologies. 20 The conception of emotion as a natural kind and its emergence at a particular point of intersection between different registers made possible novel forms of investigation. At a forensic level, tension between registers could be taken as a sign of the uncertain basis of a declared feeling. This uncertainty was revealed in the disparities between the subject's verbal assertion of his or her inner state and the physiological evidence made available by new technologies such as the kymograph and the electroencephalograph. Such disparities undermined the idea of a real referent for the emotions. At the same time, claims about one's internal physical state that lacked the appropriate set of physiological signs, such as evidence of nerve injury or bacterial infection, could be ascribed to emotional processes such as anxiety or melancholia. The ontological traffic around the concept of emotion would become central to Halliday's work after 1931, when he took up a new post as Regional Medical Officer for the Scottish Department of Health. 
HALLIDAY AS A CLAIMS ASSESSOR: EMOTIONS AND TRUTH
As Regional Medical Officer, Halliday was engaged in the investigation and policing of referred national insurance claims. Over the course of eight years he investigated twenty thousand cases, subjecting claimants to a battery of tests in order to discover the objective bases of their apparent illnesses. However, it was in the failure of these tests that the subjective presence of the emotions was made clear. As Halliday explained: "The examination centre in Glasgow is equipped with test-room facilities for blood counts, test meals, etc., and a staff of consultants is available including a cardiologist, neurologist, surgeon, and ophthalmologist. These were freely used, and yet a large number of patients examined showed no sign of organic disease, and the reports from their practitioners about the course of the illness described no organic findings." 21 In his ascription of the claimants' orphaned symptoms to the presence of the emotions, Halliday reiterated a move that had become increasingly common in British investigations into illness and malingering. With the establishment of new regimes of social welfare, the doctor's task, as many practitioners complained, had been transformed from assisting a patient to policing a claim. In physicians' attempts to maintain older forms of paternal relationship with their patients, causeless symptoms that would once have been attributed to malingering or "swinging the lead" were now ascribed to emotional insecurities over which the patient had little control. The doctor-patient relationship was preserved, but only through the invention of a sacrificial third party-the unconscious or uncontrolled emotional life-that could be scapegoated as the hidden author of the sufferer's unconscious symptoms. Halliday insisted on the "the innocence of the psychoneurotic" and contrasted his behavior with that of the malingerer, "a person who wittingly causes symptoms and signs with the conscious purpose of gaining some advantage." It was the displacement of the emotions that produced this innocence. As Halliday noted: "The patient with an anxiety state may be quite conscious of the existence of his various difficulties and disappointments, but he does not associate these with his symptoms. His interest and emotions have become displaced from his difficulties and are concentrated on his sensations of bodily and mental distress."
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The failure to find the physical proofs of claimed illnesses, with its implication of conscious dissimulation, was transformed into positive evidence of a psychosomatic illness by glossing the symptoms as elements in a deeper unconscious story. The shape of this narrative had been dictated in Cannon's and Bard's researches into the work of the adrenal glands in preparing the body for action. Illness in these accounts was seen as a form of flight, and, as Halliday noted, "the flight is accompanied by the bodily symptoms and signs which are an expression of the emotional reaction of fear. schema, this flight had a twofold effect. It served to generate physical symptoms while at the same time it obscured the true origins of the anxiety: "When symptoms appear the individual's attention is drawn away from the painful situation and becomes concentrated on the symptoms which he interprets as evidence he is ill. In this way, the illness becomes a refuge from an unpleasant reality." 23 The fear and flight narratives attached to Halliday's patients could take any number of forms. They could be escaping from difficult spouses, widowed parents, childbirth, marriage, rent collectors, gambling debts, unhappy careers, domineering foremen, or worries over physical illness, insanity, and death. These dramas lay hidden behind the diagnosis. As Halliday noted, "the reasons provided for claims on national insurance certificates were simply stereotyped descriptions of highly complicated processes . . . to which orthodox labels have been given."
24 Although these orthodox labels might have hidden the emotional and historical complexity of the illness, they made its quantitative evaluation possible. The diseases that Halliday equated with fear and flight-gastritis, asthma, rheumatism-could be traced in incidence and pattern of presentation through the morbidity returns produced by the Scottish Department of Health and the decennial mortality returns issued by the General Register Office. The patterns disclosed in those statistics-just like the patterns revealed in the pathologies of Halliday's claimantscould be structured, as we saw in the introduction, around both personal and national events. The language of emotion allowed the changing pattern of insurance claims to be transformed into rich historical documents revealing a complex archaeology of social, cultural, and political influences.
The parallel between individual and collective affect was not lost on Halliday. As he noted in the conclusion to Psychosocial Medicine, "It is uncomfortable to become aware that we live in a sick society and to appreciate that its social sickness is a reflection of our own psychological sickness. . . . So upsetting are these generalisations that many people find them intolerable and either refuse to believe them or fail to understand them, or else, if they do understand them, they mitigate their upsetting impact by partially rationalizing them away." 25 In his attribution of critical resistance to the "fight or flight" mechanism he diagnosed in insurance claimants, Halliday seems to be resurrecting the old Freudian argument that equated criticism of psychoanalysis with some kind of deep-seated complex. But Halliday was more astute than that. He was reflexive enough to realize that he could not himself escape these failings and that the theories and materials out of which he constituted his own identity were the same ones he deployed in the construction of the psychosocial.
HALLIDAY, THE SELF, AND THE SIGNS OF THE TIMES
In his connection of intellectual work and emotional life, Halliday claimed that the acceptance and adoption of scientific ideas was not achieved through rational deliberation but guided by more visceral responses. As he noted with regard to the psychological resistance his own theories seemed to generate: "Instead of studying the data and the 23 Halliday's own life would come to epitomize the connections between emotional and intellectual work. In the summer of 1946 he entered a period of sustained and intense crisis. It began when the editor of the Lancet requested stronger epidemiological evidence to sustain his claim that the British population had undergone a psychosomatic transition. As Halliday recalled: "On receipt of the letter I felt much aggrieved and my abdominal viscera tied themselves up in knots. . . . I felt generally lousy and about three days later I developed a severe pain along the line of the intercostal nerves." The pain worsened and eventually settled in the dorsal region. Halliday believed that he was suffering from shingles, but his general practitioner laughingly diagnosed "psychological rheumatism." Over the following months his condition worsened. He developed scoliosis, a condition that he initially attributed to a fall suffered many years previously when he had worked as a ship's surgeon. On reflection, however, he realized that there must be a psychosomatic reason for his condition and that the problems of his spine were a symbolic representation of his own unbending egotism. 27 Halliday seems to have pursued two courses of action in order to address this unbending egotism. He undertook a training analysis with John Rickman, a leading psychoanalyst and future president of the British Psychoanalytic Society. 28 At the same time, he embarked on a new research project-a life of Thomas Carlyle. He presented this work as an experimental psychobiography, but it soon became evident that the Sage of Chelsea was serving as a kind of totemic object through which Halliday could work out his own emotions. In the study, Halliday presented Carlyle as a prototype of the modern dyspeptic. He concentrated on his notorious gastritis: "the accursed hag," in Carlyle's words, who "bitted and bridled" him. Victorian physicians had attributed Carlyle's gastric torment to an excess of ginger cake, but Halliday strove to find a new psychosomatic narrative behind the symptoms. He claimed that the mad hag was a memory of Carlyle's mother, who remained "psychologically undigested like a bad thing inside him which tormented him and gave rise to the nightmare symptom." 29 Carlyle's unhappy childhood had created a lifelong anal rage from which there would be no respite.
Halliday identified with Carlyle in his unhappiness. He recognized their common pessimism and believed that Carlyle had somehow anticipated his own outlook on the 26 Halliday, "Rising Incidence of Psycho-Somatic Illness" (cit. n. 4), p. 14. See also Halliday world. Indeed, this anticipation was uncanny. Discussing Carlyle's prototypical sociology, outlined in his 1829 essay "Signs of the Times," Halliday dwelt on a long passage outlining the dichotomy between the dynamical and the mechanical sources of life. The passage, Halliday thought, was strangely prescient: "If we read 'psychological and psychosocial' for dynamical, and 'physical and somatic' for mechanical, this passage, written over a century ago, might have sprung out of a modern treatise on Psychosocial Medicine!" 30 There was, of course, only one modern treatise on "Psychosocial Medicine," and it is difficult not to read this as some sort of confessional identification.
If there was a shared outlook to their work, this did not stem from Halliday's and Carlyle's common intellectual inheritance. Rather, it arose, Halliday implied, from their shared emotional background. As Halliday commented: "Carlyle's diagnosis of the social health of Britain during the nineteenth century was more accurate than most of his contemporaries. How did he arrive at it? The notion probably arose in the first instance as a projection of his own psychological sickness (the disintegration of his 'inner society') upon outer society. Like Hamlet-paranoid, narcissistic, and haunted by the ghost of his father-he felt the times to be out of joint." 31 We should not press analogies too far. If Halliday did suffer from psychological sickness in 1948, it probably did not stem from the childhood anxieties he identified in Carlyle; rather, it emerged in his ongoing experience of intense grief.
On 9 November 1948, Halliday's eighteen-year-old daughter Jill died from tubercular meningitis. She had been ill for more than eleven months. Halliday's pain and his anxiety over her suffering had been heightened by his psychosomatic theories as he worried that her infection was the manifestation of an unconscious death wish. After her death, he was haunted by inner voices promising to look after Jill and, later, by Jill's own voice reassuring him of her presence in heaven. Halliday was not convinced. As he noted: "That these voices were liars in every objective sense and relationship was now confirmed. From the medical standpoint they could be seen as examples of lies that were vitalizing lies-sustaining illusions that were the manifestations in consciousness of underlying natural processes tending towards the maintenance of the organism's equilibrium during a time of intense stress." 32 These disembodied voices were soon accompanied by more supernatural manifestations. On the nights of 23 and 30 December, Halliday's household was awakened by mysterious knocks and moans; a month later, the leading British medium Helen Hughes spoke with Jill's voice, reassuring them of her happiness and that of her long-dead infant brother. Such events are hard to make sense of. Although it is tempting to read these supernatural occurrences as examples of the movement of Halliday's emotions into another register of expression, this may be too limited an interpretation. Psychoanalytic commentaries on loss, mourning, and melancholia emphasize the process of introjection in which the lost or absent figure is perpetuated through the emotions of the bereaved. It was a process in which the "lost object," to use Melanie Klein's phrase, was taken into the body of the mourner, much as Carlyle pathologically embodied the identity of his dead 30 
